to explore: the rate of in/appropriate emergency admissions of older people in the UK; the way this is defined in the literature; solutions proposed to reduce the rate of inappropriate admissions; and the methodological issues which particular definitions of 'inappropriateness' raise. The extent to which a patient perspective is included in these definitions of inappropriateness was also noted, given patient involvement is such a key policy priority in other areas of health policy.
Despite long-standing policy debates relatively little research has been published on formal rates of 'inappropriate' emergency hospital admissions for older people in the English NHS in recent years. What has been produced indicates varying rates of in/appropriateness, inconsistent ways of defining appropriateness, and a lack of focus on the possible solutions to address the problem. Significantly, patient perspectives are lacking, and we would suggest that this is a key factor in fully understanding how to prevent avoidable admissions.
With an ageing population, significant financial challenges and a potentially fragmented health and social care system, the issue of the appropriateness of emergency admission is a pressing one which requires further research, greater focus on the experiences of older people and their families, and more nuanced contextual and evidence-based responses.
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What is known about this topic?
 Inappropriate emergency admissions to hospital are the subject of significant policy and media debate  While a range of possible explanations are put forward, many of the accounts appear overly-simplistic and/or under-evidenced  Given current demographic and financial pressures, the desire to prevent unnecessary emergency admissions will only increase
What this paper adds:
 There is relatively limited research on this topic, and it is difficult to compare results in a meaningful way (due to local contextual and methodological details)  Different methods of identifying 'inappropriate' admissions each have their limitations, and potential solutions do not appear well thought through  Research which includes the perspective of patients, families and front-line staff may provide a more nuanced, helpful approach Every year, the NHS experiences more than 2 million unplanned admissions for people over 65 (accounting for 68 per cent of hospital emergency bed days and the use of more than 51,000 acute beds at any one time) (Imison et al., 2012; Poteliakhoff, 2011) . With an ageing population, a challenging financial context and major structural upheavals throughout the English health service, such pressures show no sign of abating -and the NHS has to find ways of reducing emergency hospital admissions (in situations where care can be provided as effectively elsewhere). However, this is by no means a new issue. For many years, a common concern for policy makers has been that high levels of emergency hospital admissions run the risk of concentrating too many resources in expensive, acute care, leaving insufficient funding to invest in community-based alternatives and in rehabilitation for people recovering from ill health. Under successive governments, this has led to a series of attempts to make more effective use of hospital beds, recognising that these are scarce resources for which demand outstrips supply. Over time, this has included the creation of a national Change Agent Team, the advent of intermediate care, additional funding, the introduction of financial penalties for social care-related delayed hospital discharges, new reablement services and significant emphasis placed on hospital waiting times and prompt hospital discharge (see, for example, Glasby, 2003 Glasby, , 2012 There is also significant national work underway to better understand and resolve considerable variation in the probability of emergency admission or bed utilisation in over 65s between localities, with a desire to achieve greater efficiency and better outcomes for patients by tackling any unwarranted variation (see Imison et al., 2012 for further discussion).
More recently, a national Better Care Fund (see Better Care Fund, 2014) has sought to promote more integrated health and social care to reduce non-elective hospital activity, and commissioners across the English NHS have been under significant policy pressure to reduce urgent hospital activity and hit challenging access targets. A greater focus is also being placed on the role of GPs in coordinating care for older people with complex needs as a way of averting a crisis in their care and an unplanned hospital admission. While all these approaches have sought to reduce potentially avoidable admissions, pressures on acute care remain intense and the received wisdom is that admissions continue to be influenced in part by the help-seeking behaviour of patients, of their carers, and sometimes of paid care workers in the community (with patients and professionals alike still 'defaulting' to hospital in a crisis). Against this background, experts have questioned the extent to which current policy is based on evidence of what is actually possible, or whether it is overly aspirational and unrealistic in terms of what can be achieved (see, for example, Oliver, 2014) .
Moving from national policy to public perceptions, negative headlines continue to appear in the national press around the pressures facing acute hospitals (Boseley, 2012; Prynne, 2014) and perceived shortcomings in community services which are seen as contributing to excessive and unnecessary emergency admissions (particularly of frail older people) (Campbell, 2012) . In different accounts, the culprits range from the growing pressures of an ageing population (Donnelly, 2014) to too many reductions in the overall bed base (McArdle, 2013) , and from difficulties accessing GP services (especially out of hours) (BBC, 2013) to delays in adult social care (Triggle, 2012a) . These reports suggest a growing crisis and a lack of quality care for older people across a range of health and social care services (see Box 1 for examples).
However, behind many of the headlines is an assumption that potentially large numbers of people (often older people) are attending and being admitted to hospital as emergency patients when there is scope to care for them more appropriately in alternative settings. For example, Triggle (2012b) reports that 2.3 million overnight stays could be prevented were there better organisation of urgent care, with GPs and other health care providers working together to prevent patients getting to the stage of crisis requiring hospital. Wright (2013) reports that half a million older patients could avoid hospital if they were cared for appropriately by community services. A recent study by Cowling et al (2014) found just over 26 per cent of people attend the emergency department because they could not access a GP appointment. Underpinning both policy and media accounts, therefore, is an assumption that scarce resources could be being used more effectively if the number of inappropriate admissions to hospital could be reduced, thereby freeing up existing hospital beds for those people who genuinely need them.
Despite common policy and media perceptions of a 'problem' of significant inappropriate emergency hospital admissions, these accounts mask a number of underlying questions:
 What is the rate of 'inappropriate' admission for older people?
 How is this defined and who decides?
 What causes such a situation?
 What solutions might help to make more appropriate use of current resources?
In response to these questions, the current paper reviews the literature on the appropriateness of emergency admissions, taking special account of the extent to which the literature includes a patient perspective. Though the four questions above are set-out as overall review questions, this paper offers more focus on the methodological insights gained from doing this review, having had limited success in answering these four questions due to the complex and fragmented nature of the evidence, as will become apparent below.
In our opinion, drawing on the lived experience of people using services is crucial to understanding the context within which the older person is using health and social services and to developing an appropriate response -particularly at a time when government is emphasising their commitment to the concept of 'nothing about me without me.' As we have argued elsewhere (Glasby and Littlechild, 2000) : As we argue below, this patient perspective closes the gap on a patient's journey from healthy to admission to hospital: they can provide the detail and insight which may help to identify moments at which preventative measures could have been taken. We therefore wanted to see the extent to which the current literature reflected this stance and whether patient input is generally valued in studies on inappropriate emergency admissions.
Box 1 Media coverage of emergency admissions and the pressures facing acute care

Methods
The literature review we conducted was a narrative analytical review, summarising and interpreting the data presented in the reviewed studies to compare and contrast them in their original form (Mays et al., 2001) . The review was undertaken between May and June 2014.
This review sought to explore: the rate of in/appropriate emergency admissions of older people in the UK; the way this is defined in the literature; solutions proposed to reduce the rate of inappropriate admissions; and the methodological issues raised by particular definitions of 'inappropriateness'. Importantly for our present study, the extent to which patient perspectives are included in these definitions of inappropriateness was also noted.
'NHS services outside of hospitals are struggling to cope with growing demand brought on by the ageing population, hospital bed shortages and staff cutbacks' (Campbell, 2012) .
'Sir Bruce [Keogh -NHS Medical Director] believes a system-wide transformation is needed to cope with the "intense, growing and unsustainable" pressures on urgent and emergency care services. … Every year millions of patients seek emergency help in hospital when they could have been cared for much closer to home' (Prynne, 2014).
'Elderly care is being jeopardised by the increasing numbers of older people being moved to nonspecialist wards to clear beds for new patients ' (McArdle, 2013) .
'Nearly two-thirds of the patients now being admitted to hospital are over the age of 65 and many are much older. Their needs are increasing -they are frail and many have dementia. Many arrive in hospital because of a sudden crisis in their health: over the last 10 years, there has been a 37% increase in emergency hospital admissions' (Boseley, 2012) . Created and administered by the U.S. National Library of Medicine, it is updated on a monthly basis.
 The Social Science Citation Index is a general social science database which includes some health scholarship. It is accessed via the "Web of Science" database and allows for cited reference searches. The reference lists of articles included in this study were also searched. Each title and abstract was reviewed independently by two members of the research team and selected for relevance to the overall aims and objectives of the study. The inclusion and exclusion criteria are set out below.
Inclusion and Exclusion Criteria
Studies were included if they set out a formal rate (percentage or frequency) of people aged 65 and over, inappropriately admitted to a UK hospital(s) on an emergency basis.
Specifically excluded were:
 Material published and/or based on data collected prior to 1993 (the date of the implementation of the NHS and Community Care Act 1990 -a key piece of legislation significantly affecting the provision of older people's services).
 Local inspections where findings have been summarised in a national report.
 Articles reporting findings from studies already included in the review.
 Admission to non-acute care
 The admission of people aged under 65 (unless a significant proportion of the sample are older people).
Studies were categorised using the criteria of the National Service Framework for Older People (Department of Health, 2001; see Appendix C) and data were extracted using the pro forma in Appendix B. This included:
 the rate of inappropriate emergency admissions of older people identified by the study  the way 'inappropriateness' is defined  solutions proposed to reduce the rate of inappropriate admissions  the extent to which patient perspectives are included in these studies -as we discuss below, we feel this is a key gap in the literature and one where future research is needed
The quality of individual studies was not appraised as part of our inclusion criteria (all studies that met the criteria above were included), albeit that potential limitations in the methods adopted were noted (see below for further discussion).
In conducting this review, we recognise that the terminology used by different commentators and stakeholders is contested. We prefer terms such as 'avoidable' or 'preventable' admissions (which recognise that some admissions might not have taken place if alternative services existed locally or if a different course of action had been taken at an earlier stage).
However, there is a key strand of literature -very much reflected in policy and media debates -which categorises admissions as 'appropriate' or 'inappropriate', and this is the focus of our current review.
Findings
Overview of the literature
Despite significant media and policy debate, the review identified only ten studies that met our criteria. These are summarised in Tables 1 to 3 below, with a subsequent discussion of the relative absence of patient perspectives and the implications of these findings for future research, policy and practice. As can be seen, all of the studies bar one were from England (Beringer and Flangan's (1999) study was based in Northern Ireland). Rates of inappropriateness varied widely (see Table 1 and see below for further discussion), while the methods used to define appropriateness were primarily based around clinical judgement or the use of structured 'clinical review instruments' (structured lists of reasons why patients might appropriately be admitted to hospital -see Table 2 ). Though patient perspectives were included in two studies, one of these studies was written by two of the current authors, while the other did not go on to use this qualitative data in a meaningful way. Finally, the solutions proposed by different authors were diverse and often based on the opinion of individual researchers rather than on formal evaluation of genuine alternatives to hospital admission (see Table 3 ).
Rates of in/appropriate admission
The literature does not provide a simple answer to the rate of in/appropriate admissions to hospital (see Table 1 ): rates of 'inappropriate' admissions vary widely depending on what tools are used to judge the admission or whether this is based solely on the decisions of health professionals (see below for further discussion). Rates also depend on geography, with differences between rural and urban hospitals (Coast et al., 1996) ; time of year -winter seeing an increase in the overall admission rate and increasing the likelihood of inappropriate admissions (Beringer and Flanagan, 1999) ; which services are available in a particular area and whether they can be accessed as true alternatives to hospital; and who saw the patient in terms of what knowledge and experience they had in caring for older people (Leah and Adams, 2010) .
These findings reflect the difficulties facing acute care in terms of staffing and resource availability, as well as differences occurring due to environment and how these can all impact on the appropriateness of emergency admissions. These varying rates make comparisons difficult and suggest a critical need to take local context into account when researching and creating policy around emergency admissions: one blanket response, without appropriate, locally contextualised research evidence, will not necessarily deal with the problem (which manifests itself very differently in different local areas).
Definitions of 'appropriate' and 'inappropriate' admission
The literature shows there is no accepted standard definition of what it means to be an inappropriate admission (see Table 2 ), with studies tending to adopt one of two approaches.
The first is based on professional opinion, with studies defining admissions as appropriate/inappropriate on the basis of the author's opinion or with reference to some sort of expert panel of medical practitioners. This makes it difficult to compare results with findings elsewhere and some studies are unclear as to whether they are measuring the number of people who, in an ideal situation, could be cared for in alternative settings or those inappropriately placed within the context of existing local services. Furthermore, the criteria and process used to judge an admission 'inappropriate' are often unclear, making it difficult for readers to judge and compare results.
The second approach uses clinical review instruments. Initially developed in the US to decide which hospital admissions were appropriate for insurers to fund, these are standardised lists of criteria which might necessitate a hospital admission, usually relating to the severity of a patient's condition and the type and intensity of service provided. The two tools used in our studies are known as the Appropriateness Evaluation Protocol (AEP) and the Intensity-Severity-Discharge Review System with Adult Criteria (ISD-A), and both produce easily quantifiable results and help health professionals to structure their decisionmaking.
However, there are a number of potential criticisms of these tools in the broader literature, including that the AEP does not take into account the fact that there may be no other option in the local area for the patient except hospital (Glasby and Littlechild, 2000) . It is for this reason that some commentators have referred more to 'avoidable' than to 'inappropriate' admissions (Mytton et al., 2013; see Glasby and Littlechild, 2000 for more on problems with terminology), as well as the fact that the AEP can be used in 'pure' or amended form and that this can make a difference to what is then deemed appropriate or otherwise (Houghton et al., 1996) . Appropriateness also depends on when the AEP or ISD-A are applied to each patient's case: only when there is more knowledge of the person and what actually went on to happen to them can they be properly judged an inappropriate admission (see Coast et al., 1995; Tsang and Severs, 1995) . In other words, these tools are helpful up to a point, but are applied retrospectively and take no account of local circumstances or the availability of alternative services.
All this reveals the complexity which surrounds decisions on who is appropriate to admit to hospital. While some studies draw heavily on professional (often medical) discretion but lack consistency and transparency, others use more structured protocols but lack the insights which local professional judgement can bring to understanding the issues at stake.
Patient Perspectives
As outlined above, one of the key stakeholders in understanding how a patient got from being healthy to being admitted to hospital is arguably the patient themselves. They may have real understanding of how their health changed over time and, significantly for reducing inappropriate admissions, what preventative measures could have been taken to avoid hospital admission. Yet, our search found the inclusion of patient perspectives was rare and that their knowledge and potential contribution is therefore missing from research into inappropriate admissions. Only two of the studies in our review (Houghton et al., 1996;  Littlechild and Glasby, 2001) included a patient perspective, one of which was written by two of the current authors, while the other research team did not go on to write up any of the findings from this qualitative element of their study. In our view, this dramatically undervalues the contribution which patients could make to current debates and represents a key gap in the literature (see below for further discussion).
Box Two: Example of a study which uses a clinical review instrument (ISD-A)
Possible solutions
As Table 3 suggests, different authors suggest a very broad range of potential solutions (or developments that might help reduce the scale of the problem). While some studies focus Coast et al., 1996 use the ISD-A to judge the appropriateness or otherwise of the admissions in their study, writing: 'The appropriateness of admission was assessed using explicit standardized criteria in the form of the intensity-severity-discharge review system with adult criteria (ISD-A). Up to 19 explanatory variables were available for the analyses. These variables were modelled for each centre separately, using logistic regression to produce final sets of factors independently related to the appropriateness of admission.'
The tool was applied during and after the first 24 hours of admission, using hospital notes and patient records, with the patient's health status available in only one of the two study sites. The ISD-A uses both a generic set of criteria for all patients and then more specific questions related to certain conditions or hospital units. The researchers did not meet with the patients themselves, but relied on these assessment criteria and the intensity of the service they are receiving.
Logistical regression was carried out on the variables which arose from the application of these criteria. Inappropriateness was judged on the criteria and the intensity of service the patient was receiving within a 24 hour time-period.
Though this provides a clear route by which to judge an admission as in/appropriate, it leaves the patient themselves out of the discussion, focusing instead on clinical notes and statistical regression models. The inappropriateness of the admission is judged without recognition of the situation the patient may have been in prior to admission; in one case study site this included not taking the person's health status prior to admission into account. The authors are well aware of the potential limitations of their method, including that the tool has only been noted as 'fair to moderate' in validity, but feel its strengths lie in the consistent application of an objective tool.
on particular alternative service models (Leah and Adams, 2010; Mayo and Allen, 2010) , these authors were a part of the organisations setting up and evaluating such services -and more independent verification may be needed to develop a more robust evidence base.
However, many of the rest of the recommendations have more of a 'scattergun' feel and are certainly a lot less focused or definitive. Indeed, the impression in the majority of the literature is of authors who have identified a problem and are then speculating on potential ways forward -rather than a series of studies which are able to point unambiguously to specific solutions. There is, however, general agreement that high quality decision-making is needed when deciding whether to admit an older patient to hospital care or not and that health care professionals in different parts of the system should be supported and trained to be able to do this more effectively than at present. These findings, though complex, have important implications for health research, policy, and practice which we will now go on to examine.
Implications of this Review
From this review of the literature it is clear that inappropriate emergency hospital admissions are highly complicated and, potentially, not currently very well understood. Given this is such a high profile policy and media issue, it is particularly surprising that there are so few UK studies setting out a formal rate of inappropriate admissions, and there is a an urgent need for more research.
Our review also suggests that different studies use different approaches to defining the rate of inappropriate admissions, finding different levels of inappropriateness in different local contexts. This is a highly important point: if the tools and methods used to categorise an emergency admission then define 'inappropriateness' differently this will feed through into how many inappropriate admissions are understood to exist and the following analysis and understanding of the situation within those specific hospitals and beyond. If our ability to even understand an admission as inappropriate is limited, then our ability to respond positively to the issues at stake is significantly curtailed. At present, some studies include a key role for the clinical judgement of local professionals (but often provide little detail on how decisions are made) while others use more structured tools (but pay insufficient attention to clinical expertise and the context of local services). Without much greater attention to the strengths and limitations of each approach, current debates are likely to be over-simplistic and limited in terms of their effectiveness. To be successful, future policy must surely pay much greater attention to the importance of local context, and this review suggests that there is unlikely to be a 'one size fits all' solution to an issue this complex. Many of the 'solutions' currently put forward also appear to lack rigour, based more on the informal assumptions of individual authors than on a detailed analysis of the pros and cons of alternative service models.
Above all, older people seem to be rarely involved in research into inappropriate admissions, and this seems a major gap. If policy and practice is to better understand how best to reduce the number of potentially inappropriate or avoidable admissions, it is difficult to imagine a way forward which does not involve some degree of engagement with older people themselves. Researchers, clinical experts and structured tools might all have a role to play in exploring the nature and scale of the issues at stake -but it is our contention that research, policy and practice must also engage directly with older people if local services are to stand a chance of understanding how people come to be admitted as emergencies, what alternatives might have been appropriate, and what might work better in the future. Overall, therefore, this review concludes that more research is needed to contribute additional evidence to highly topical policy and media debates, that local context is crucial in understanding the issues at stake, and that future research must engage meaningfully with the lived experience of people using services. The current research team is involved in a wider study which seeks to fill precisely this gap (Glasby et al., forthcoming) -but until these limitations in the existing evidence are overcome, the search for potential solutions is likely to prove elusive.
Conclusion
This survey of the relevant literature has shown that emergency admissions are a complex topic, for which there are few, if any, straight-forward answers. Varying rates of inappropriateness across contexts allow for few comparisons, but instead highlight the critical need to take context into account when researching emergency admissions and suggesting possible practice and policy solutions. These varying rates in part rest upon the initial definition of in/appropriateness given in the literature, which is defined in two ways:
using expert clinical perspectives or by using more structured clinical review instruments.
Neither approach is perfect: the former rests on potentially opaque decision-making processes, inevitably subjective and partial, while the latter approach, though guided by more objective criteria, is arguably overly-simplistic, enjoys the benefit of hindsight and ignores the realities of what resources/alternatives were actually available to local practitioners. Future research needs to take these methodological concerns into account.
Furthermore, this review has identified a crucial gap in the literature: patient perspectives are rarely included in research on inappropriate emergency admissions. This means a key
perspective on why the patient ended up in the crisis situation of emergency admission is missing and the story of that admission is incomplete. Including the lived experience of patients may bring a better understanding of emergency admissions for older people, and whether and how more preventative measures can be put in place to avoid unnecessary admissions in future.
Poteliakhoff, E. The researchers themselves, who judged in their professional capacity as surgeons
Mytton et al (2012)
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